A 42-year-old woman presented to her primary care physician with several years of intermittent right-sided lower abdominal cramps and pain associated with diarrhea, which during the previous 3 weeks had worsened in frequency and severity. Her physician ordered a contrast-enhanced abdominal computed tomography (CT) scan, which revealed terminal ileitis, the differential of which included Crohn disease as well as infectious and neoplastic processes. An inflammatory bowel disease serology panel showed a pattern consistent with Crohn disease. The patient was started on oral mesalamine. Outpatient colonoscopy showed the ileocecal valve to be narrowed with evidence of erythema, friable mucosa, and beefy ileal mucosa. Biopsies revealed ulcerations and granulation tissue.
CASE PRESENTATION
A 42-year-old woman presented to her primary care physician with several years of intermittent right-sided lower abdominal cramps and pain associated with diarrhea, which during the previous 3 weeks had worsened in frequency and severity. Her physician ordered a contrast-enhanced abdominal computed tomography (CT) scan, which revealed terminal ileitis, the differential of which included Crohn disease as well as infectious and neoplastic processes. An inflammatory bowel disease serology panel showed a pattern consistent with Crohn disease. The patient was started on oral mesalamine. Outpatient colonoscopy showed the ileocecal valve to be narrowed with evidence of erythema, friable mucosa, and beefy ileal mucosa. Biopsies revealed ulcerations and granulation tissue.
During the next 2 weeks, the patient's abdominal pain failed to subside, so she was started on a 12-day tapered course of oral prednisone. During the last 4 days of her steroid regimen, she developed new-onset right hip pain and weakness of hip flexion, causing a moderate gait disturbance. She presented to the Emergency Department for evaluation and reported an increase in her mild, long-standing, right lower quadrant abdominal pain. She denied trauma, nausea, vomiting, fever, chills, or bloody stool, and had no history of abdominal surgery or appendicitis.
On physical examination, the patient was afebrile and had minimal right lower quadrant abdominal tenderness without guarding or rebound. She had moderate weakness of right hip flexion with limited range of motion. Her white blood cell count was elevated at 15.1 10 9 /L. The rest of her complete blood cell count was normal, as were her electrolytes, creatinine, liver function tests, urinalysis, and pregnancy test. The emergency physician sought to exclude bony pathology and so ordered x-rays of the right hip, which were unremarkable. A contrast-enhanced CT scan of the abdomen revealed a 5-cm right iliopsoas abscess containing air. The terminal ileum was thick-walled with pericolonic inflammatory changes. The dilated adjacent bowel was consistent with local ileus (Figure 1) .
The patient was started on intravenous piperacillin/tazobactam and admitted to the hospital. Symptoms improved the next day after CT-guided percutaneous abscess drainage, the culture of which was positive for Klebsiella pneumoniae. This common gram-negative enteric organism was sensitive to the administered antibiotics. The patient was discharged home on hospital day four with a seven-day course of oral amoxicillin/clavulanate and ciprofloxacin. Her drain was removed one week later.
One month after the initial presentation, the patient returned to the Emergency Department with increasing right lower quadrant abdominal pain. A recurrent abscess was seen on contrastenhanced abdominal CT. She underwent exploratory laparotomy with wash out of the abscess and drain placement. Acute appendicitis was also discovered and removed. The affected bowel was resected. A communication between the bowel and the abscess was not described. The pathology report noted chronic active 
CLINICAL MEDICINE
Image Diagnosis: Iliopsoas Abscess from Crohn Disease ileitis with ulceration, granulation tissue, and transmural inflammation. No obvious perforation was identified on the appendix. Cultures from the abscess were negative. During the following 12 months, the patient was stable on mesalamine and experienced only 1 exacerbation requiring brief steroid treatment. She developed no further abscesses.
DISCUSSION
Crohn disease is a common cause of secondary iliopsoas abscesses, occurring in an estimated 0.4% to 4.3% of patients. [1] [2] [3] Although long-term corticosteroid use with its attendant immunosuppression could increase the risk for abscess formation, a short course is unlikely to have the same effect. [4] [5] [6] The diagnosis of iliopsoas abscess can be difficult to make, and delays in diagnosis can result in sepsis and organ failure and are known to increase mortality. 2, 3, 7 Hip pain with impaired flexion and antalgic gait are characteristic complaints associated with iliopsoas abscesses and can serve as diagnostic clues. The pain, though usually localized to the hip, may radiate up into the flank area or down into the thigh. 1, 2, [8] [9] [10] Clinicians should keep this diagnosis in mind when evaluating hip complaints in a patient with Crohn disease.
Crohn disease increases the risk for contiguous abscesses because the transmucosal inflammation predisposes patients to bowel wall perforations and fistula formation. 11 Gram-negative bacilli and anaerobes are the most common pathogens identified in intestinal-associated abscesses. 10 K pneumoniae, identified in our patient's iliopsoas abscess, has been associated with more invasive infections. 12 Apart from removal of the inflamed bowel, patients with Crohn disease and a treated first abscess are at risk for local abscess recurrence. Treatment of an iliopsoas abscess requires drainage and antibiotic therapy, but recurrent abscesses may necessitate surgical resection of the affected bowel, as in our case. v
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